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The Family Health Center 

•11,000 pts. 33,000 visits 

•24 Family Medicine 
Residents 

•12 full and part-time faculty 

•Behavioral Medicine 
coordinator 

•Pharm D (Notre Dame) 

•NCQA Level III PCMH 

•EHR that is changing again!! 
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Overlea (21206)* 
Edgemere (21219) 
Middle River (21220) 
Essex (21221)* 
Dundalk (21222*, 21224)* 
Rosedale (21237) 
Nottingham (21236) 
Perry Hall (21128).  
 
*Poverty Level considerably higher (11.0-19.2%) 
than the county average. 
 

 
 

 

 

 

FHC Catchment Population : 
234,504  
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IHO: BP and M.A.P. Framework 
 

Measure Accurately 

Act Rapidly 

Partner with Patients, Families, and 

Communities 
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IHO: BP 
 

 

2013-2014 

• Prototyping Phase 

 

2014-2015 

• Phase 1 Quality Improvement 

• Phase 2 Community Engagement 
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IHO: BP Prototyping Phase 
 

• Team-residents, staff and faculty 
 

• Standardized Measure 

Accurately 

• Coached and tested 
 

• Retreat 

• Focus Group 

• Integrate data tool 

PopulationManager® 
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Do we know 

what percent 

of FHC adults 

are at goal? 

 

If not, why 

not? 



 

Who’s job is it? 

& 

What is the job?  

 



Goal: <140/90 

Phone Staff Team Secretaries 

Students PharmD 

Nutrition 

Faculty 

Phone Messages 

(Pat. Ed) 

CMAs 

Lowering the FHC BP - What can YOU do? 

Care Coordination 

Residents Behavioral 

MS Million Hearts 
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Who is missing? 



List of AA M < 60 yrs with uncontrolled BP 

• Zip 

• Insurance 

• PCP 

• # visits 18 months 

• % w PCP 

• Social Determinants 

• Co morbid conditions 

• BP Meds 

• Past BP Meds 

• Recommendations 

• Monitoring 

 



44 AA M < 60 yrs with uncontrolled BP 

2/3 <3 visits in past 18 months 

 

60% with PCP 
 

23 % CCBs 

18% BBs 

14% monotherapy with ACEI 

 

21220 

Employed (police, truck drivers, foreman) w/ families  
 

45% diabetes 

16% smokers 

14% CKD 
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High BP Focus Group:  

Our Patients’ Words 

“I didn’t know that my high 
sugars could contribute to my 
blood pressure” 
 

“I didn’t know that sodium was 
actually salt.  It would be nice if 
someone would explain what these 
things mean” 
 

“It’s easier to grab something filling 
while you’re on the go” 
 

“You have to corner 
people [in the store] 
to get them to check 
their BP” 
 

“I can pray 24/7 but I 
have to make a 
conscious effort to 
change” 
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Higher than 140/90 

Make a change 

F/u 2-4 weeks 
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IHO: BP Phase 1  Quality Improvement 

 

• Measuring and alerting-orange card 

• Secret shoppers and surveys 

• Resident led home BP monitoring initiative 

• Internal newsletter 

• Dashboards and QI discussions at monthly 

all-practice meeting 

• Team competitions 
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Matt Burke’s Uncontrolled Patients 

Comorbidity 
DM (1), Obesity (9),  
Chronic Pain (2),  
Substance Abuse (2), 
Smoker (5) 

48% 

20% 

Wrong Rx 
Often no CCB  
for AA 

Other 

Nonadherent 

Resolved 

8% 
12% 

12% 
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Check List for Home BP Monitoring 

FHC Home Blood Pressure Project: MAIN CHECKLIST 

  
• Please assure that all boxes are checked prior to end of office visit.  

 Initial BP reading   ____/_____ 

 Second BP reading   ______/______ 

 Patient meets Criteria for Inclusion Checklist  

 Home Blood Pressure Project presented by physician to patient 

 Approval of Participation form reviewed by physician and completed by patient  

 BP monitor Sign Out/Return Form completed by CMA 

 Blood Pressure Monitoring at Home Handout, Flow Sheet and demo done by CMA  

 Patient Education Handout given to patient  

 CMA to confirm current contact phone number and address of patient 

 Two week follow up office visit scheduled 

 Copy of Checklist/Approval of Participation Form made and given to patient  

 Documentation of BP monitor sign out noted in patient chart by CMA 

 Documentation of patients participation in project made in chart by physician 

  

• Please assure that Checklist and Criteria for Inclusion Checklist are scanned into chart. 

 

Home Blood Pressure Project: APPROVAL OF PARTICIPATION 
I _____________________ have reviewed all information pertaining to the Home Blood Pressure  

Project and agree to be an active participant in the study.  

___________________________     ____________________________    __________________________ 
Participant                  Date/Time             Physician                        Date/Time             Witness              Date/Time 
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Flow Sheet for Home BP Monitoring 



IHO: BP Community Engagement Pilot 

 
   How to develop successful community partnerships  

              for supporting BP control outside the office? 

 

• Approaches and tools 

• Obstacles 

• Measure impact on BP and health outcomes 

 

 



Approaches and tools 

SE Network 

– Creative Kids 

– Department of Aging Essex Senior Centers 

• Turner Station 

• Rosedale 

• Victory Villa 

• Overlea 

 

Y of Central Maryland 

• Parkville 

• Perry Hall 

 

Giant-monthly tours 

• Rosedale 
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http://mobihealthnews.com/wp-content/uploads/2014/08/kiosk4.jpg


Self BP Monitoring in Community Sites 

Goal 

• Work effectively together 

• Enhance understanding 

of blood pressure 

screening and control 

• Support behavior 

change 

 

 

Measurement 

• Use of machine 

• Cumulative de-identified 

blood pressure data 

• Periodic survey of staff 

• Survey of users 
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What would you do if 

you had this poster 

and a blood 

pressure monitor at 

your community 

site? 

 

And why would you 

do it? 

 



Blood pressure monitoring in Public 

Places 

Methods 

1. Dialogue with  site 

2. Identify site champion 

3. Modify tools and processes 

4. Train the trainers 

5. Market opportunity at FHC and community sites* 

6. Pilot and measure use 

7. Survey for feedback (site and clients) 

8. Track data  

9. Interval meetings for improvements  

10. Market success stories  

 

 

*potential for expansion 
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Poverty Level 21206, 21221, 

21222, and 21224: 

 -  11.0-19.2%  (8.2% in BC) 

 

• County homeless shelter 

serves more than 150/ 

night 

• Transportation issues 

• Unlicensed child care and 

senior care 

 

15%-25% no show rate 

Obstacles  
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Higher than County/State 
levels of: 

•infant mortality 
•low birth weight 
•births to teens 
•births to mothers 
who never finished 
high school 
•juvenile arrest 
•public assistance  
•property crime 
•violent crimes 
•domestic violence 
•child abuse/neglect 
•school absenteeism 

 



What we are learning 
  

 
 • Where you began 

• Where you are now 

• Where you hope to go 

• Isolation 

• Mutual awareness 

• Cooperation 

• Collaboration 
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From ASTHO Framework for Collaboration 



What we are learning  

To assess social capital 
benefits derived from the preferential treatment and cooperation 

between individuals and groups 

 

Placemaking 
creating public spaces that promote people's health, happiness, 

and well being by capitalizing on the community's assets, 
inspiration, and potential  

 

Stakeholders and their priorities 
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Knowing your patients 

 
• Primary support group 

• Social environment 

• Education 

• Occupation 

• Housing  

• Economic problems 

• Access to health care 

• Interaction with the 

legal system 
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http://www.shutterstock.com/subscribe.mhtml


“Place” 

live 

work 

worship 

play 

age 
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•Nurse ministry 
•Health suite 

•Illness 
•Monitoring 
•Education 

•Health fairs 
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